Although the pathogenesis of irritable bowel syndrome is uncertain it seems likely that a disturbance of gastrointestinal smooth muscle function is contributory. [1] [2] [3] [4] [5] It was originally considered that this abnormality was confined to the colon, but subsequent studies have shown both oesophageal6 and small intestinal involvement. 7 We have recently reported that compared with healthy controls patients with irritable bowel syndrome complain of a significant number of urinary symptoms such as frequency, nocturia, and urgency.8 It is not known, however, whether this reflects an intrinsic abnormality of bladder smooth muscle or is related to extrinsic compression associated with the gut problem. Detrusor 
Results
Fifty per cent of the irritable bowel patients compared with only 13% of the control group had evidence of bladder dysfunction (p=0.006). In the irritable bowel group detrusor instability was observed in 10 patients compared with only one control subject (p=0-008). A steep cystometrogram occurred in five irritable bowel patients and three controls (NS). There were no significant voiding abnormalities in patients or controls.
The Table details urodynamic findings, urinary symptoms, and bowel habit in the irritable bowel syndrome patients. When the bladder abnormalities were related to bowel habit there was a tendency for instability to be more common in patients with alternating constipation and diarrhoea and less common in constipated patients. The numbers were, however, too small to be significant. The number of steep cystometrograms was small but their distribution did not appear to be uneven. The psychological score did not correlate with urinary symptomatology or any particular urodynamic abnormality.
Of the urinary symptoms complained of by the irritable bowel syndrome patients urgency and urge incontinence were most likely to predict bladder instability. Six patients had no urinary symptoms; of these five had a stable bladder, and one a steep cystometrogram.
Discussion
This study clearly shows that a demonstrable bladder abnormality is common in patients with irritable bowel syndrome. It is difficult to assess the incidence of bladder dysfunction in the nornfal population because of the ethical considerations associated with such studies and the choice of an appropriate control group presents considerable problems. In order to obtain some estimate of ,the incidence of bladder abnormalities in a non-irritable bowel population a group of patients in whom this diagnosis had been excluded attending a urology clinic complaining of urinary frequency was chosen. By virtue of their urinary symptoms it might be expected that this control group would if anything bias the study away from a positive result. Ten per cent of the control group had an abnormality but only one (3%) showed detrusor instability.
It has been estimated that 10% of the population may have an unstable bladder, 13 a considerably higher figure than in our control group. This discrepancy may be accounted for by the inclusion of people with irritable bowel syndrome in the population estimate as this is such a common condition, affecting up to 15% of the community.14 15 One explanation for the prominence of urinary symptoms in irritable bowel syndrome could be some form of extrinsic bladder compression possibly related to the abdominal distension which is a predominant feature of this condition. This may account for the steep cystometrograms (implying indistensibility of the bladder wall) observed in some patients. The finding of a high incidence of detrusor instability in irritable bowel syndrome in the study, however, strongly suggests that there is also an intrinsic abnormality of bladder smooth muscle or its innervation in patients with this disorder. These results lend support to the hypothesis that irritable bowel syndrome is a more diffuse disorder of smooth muscle than has been hitherto recognised.
The prominence of a particular symptom may well determine whether a patient with irritable bowel syndrome presents to either a gastrointestinal or urological clinic. Awareness of this situation may lead to the more rational management of such patients and the avoidance of unnecessary investigation. It remains to be seen whether the successful treatment of the gastrointestinal aspects of irritable bowel syndrome will be mirrored by an improvement in urological symptomatology. 
